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RECENT ADVANCES IN MEDICINE.* 


By S. F. McDonald, M.B., B.S. (Melb.), M.R.C.P. (Lond.), 
Honorary Physician, Hospital for Sick Children, Brisbane. 


In very great measure ofjapg to the war there have 
during the past few years been great advances in 
certain branches of medicine. Of these I intend to 
touch only on three and these but briefly—heart dis- 
ease, nephritis and pneumonia. 


Heart Disease. 

Although before the war the teaching of Mackenzie 
and Lewis was making headway, 1915 found the 
Royal Army Medical Corps, with no settled policy 
towards ‘‘V.D.H.’’ except that any murmur must 
mean endocarditis and therefore unfitness for active 
service, while their views on ‘‘D.A.H. ”? ranged from 

‘skrimshanking’’ and ‘‘too, ny cigarettes’ to 
**P.U.”’ and ‘‘discharged unfit. ”’ 

Thanks to the splendid work of Lewis and his as- 
sociates at Colchester and Hamstead, we have demon- 
strated in the case of thousands of men that systolic 
murmurs per se are no indication of organic heart 
disease and that in many hearts extensive valvular 
damage does not interfere with their owners lead- 
ing a happy and vigorous life. At least one case of 
heart block has been discovered accidentally i in appar- 
ently normal individuals and aortic disease was not 
unknown among the armies in France. 

As to ‘‘D.A.H.”’ there is still a battle raging furi- 
ously between schools which regard it as (7.) the 
result of toxic absorption from such septic foci as 
the teeth, the appendix, a nasal sinus or a kidney; 
(i.) the result of excessive thyreoid secretions (the 
cause is generally attributed to fear, hunger, ex- 
posure and ‘‘war strain’’; this theory is by no means 
proved, -but the amount of moderate goitre apparent 
in England in 1918 and 1919 was remarkable) ; (27) 
a purely neurotic phenomenon (an ‘‘anxiety symp- 
tom,’’ in company with hot and cold flushes, sweat- 
ing, nightmare, headache, restlessness, a host of ab- 
dominal conditions and probably all the symptoms of 
‘‘neurasthenia’’ so called). 

But essentially there is no disease of the heart. 
The comparison, says Dr. Lewis, ‘‘is with amy] nitrate, 
not with paroxysmal tachyeardia.’’ Personally I am 
inelined to think that the truth lies between (7.) and 
(ait.). Toxeemia will undoubtedly produce ‘‘D.A.H.,”’ 
but as Freud pointed out 25 years ago and as is 
being reported to-day by every worker ‘in functional 
disease, all these symptoms are the symptoms of 
anxiety neurosis or anxiety hysteria, the most com- 
mon of all the neuroses and the most difficult to treat. 

As to prognosis, Lewis states that death never 
occurs from heart failure, that the cause may bring 
about death or disablement, but it will be otherwise 
than by heart disease. Drugs are useless in the treat- 
ment, especially the digitalis group. Disordered action 
of the heart is very common in civil practice. Many 


1 Read at a Meeting of the Queensland Branch of the British Medical 
Association on February 4, 1921. 


an individual lives in fear of sudden death from 
heart disease when five minutes with dumb-bells and 
a chair would show him to be free from any trace 
of heart failure. In short the examination of a heart 
only begins when the chest has been auscultated. 
And, above all, the essential feature of the work of 
Lewis, who to many of us represented a narrow science 
filled with P, R, S and T curves, leads and 
the like, is his simplicity and _ his _ insistence 
on almost all cardiae conditions being detectable by 
the most ordinary clinical means. The eye, the ear, 
the finger will teach more than the polygraph—that 
is what you will get from his three little books, 
worthy products of the school of Walshe and Gee. 
There is one form of heart disease which is little re- 
cognized, but is probably the most important of all, 
for, like pulsus alternans or albuminurie retinitis, it 
means definitely a fatal termination at no very dis- 
tant date. I refer to chronic ulcerative endocarditis. 
It is a slow and insidious disease, but its symptoms 
and signs are very definite: (7.) Pallor; (i.) petechial 
hemorrhages and other signs of infarcts, tender fingers, 
enlarged painful spleen, hemoptysis; (7i.) diminished 
exercise tolerance; (iv.) diastolic cardiac murmurs, 
especially aortic, (v.) fever, and (vi.) the presence of 
organisms, usually a streptococcus, in the blood. 

The pallor of aortic regurgitation indicates sepsis, 
not simple reflux bloodlessness, and the enlarged 
tender spleen of mitral stenosis indicates infarct, not 
back pressure. 

The condition is common in young adults and 

always terminates fatally, usually within two years. 
There is no essential feature of it which cannot be 
recognized by ordinary clinical means, for blood ecul- 
tures vary in the same individual at different times 
and a failure to grow a bacterium is by no means 
conclusive. 
- The two diseases for which it may be most easily 
mistaken, are consumption and pyelitis, as hematuria 
is by no means an uncommon condition and pulmon- 
ary or splenic infarcts may give rise to friction 
sounds. 

As to the source of the infection we can unfortun- 
ately get nothing better than the old culprits, teeth, 
tonsils and nasal sinus, to which we may perhaps 
add the renal pelvis, though it may be that they are 
merely secondary focuses, infected as the organisms 
circulating in the blood stream reach these situations. 
Hence prophylaxis at least demands the sanitation 
of mouth, throat and nose, while in those cases 
in which the disease is found to exist, it would ap- 
pear that the one hope of arrest is to cut off the 
poison at its source and to leave the body to 
deal with it. In no small number of cases the 
same organism has been found in a tooth socket .or 
tonsillar crypt as was isolated from the blood stream, 
but in many eases the mode of entry is obseure. How 
far the focal infection doctrine is to take us it is im- 
possible to say .at present. After reading Billings’s 
little book with its records of cases and especially 
of Rosenau’s work, I was almost persuaded that all 
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ills to which the body is heir are the result of focal 
infection, but I would ask for independent confirma- 
tion after reflection. 

There is indeed no doubt that in many diseases den- 
tal sepsis plays an immense part, either a directly 
causative one, ¢.g., in many eases of chronic arthritis, 
or a potent adjuvant part, e.g., in anxiety states or some 
of the disorders of pregnancy. But disappointment 
often results in such cases, even though the dental or 
nasal sepsis is completed. The symptoms of arthritis, 
for instanee, persist, showing clearly that the organ- 
isms have now produced secondary foci. These must 
in turn be dealt with, e.g., by ‘‘protein shock,’’ spe- 
cifie vaccines or physico-therapeutiecs. Of these per- 
haps ‘‘protein shock therapy’’ produced by the in- 
travenous injection of non-specific vaccines, seems. to 
hold out good prospects. The mode of action is quite 
obscure, but the results are often remarkable. 


Nephritis. 

Progress has also been made in the study of neph- 
ritis and the work of Epstein(6) in particular has 
attracted much attention. He would make a further 
subdivision, viz., a chronic nephrosis characterized by 
a pronounced albuminuria, with or without casts. 
The urine is usually free from blood elements and the 
blood pressure is not elevated. At first the condition 
may be devoid of gross manifestations, but as it pro- 
gresses, oliguria and «edema invariably develope. 
Cardio-vascular changes are not present unless 
brought about by some secondary extra-renal cause. 
Pallor is usually very pronounced. Subjectively the 
patient may complain of headaches, dyspnoea and 
vomiting. The pathological lesion is a chronic de- 
generative tubular nephritis. ©The syndrome is 
strongly reminiscent of Rose Bradford’s description 
of pale contracted kidney(7) and an excellent clini- 
eal acecount(12) appears in a recent issue of the 
Lancet. 

Epstein further will have none of the ordinary 
theories of uremia. Uremic manifestations, he holds, 
are due to localized cerebral cedemas, a view not 
generally held, and in this respect it is a matter of 
common experience that patients with chronic neph- 
ritis associated with «edema tend to die more usually 
from general water-logging or an intercurrent peri- 
carditis or pleurisy rather than from uremia, which 
is more commonly seen in cases when dropsy has not 
been present, e.g., the small pale kidney of young 
people. Epstein unfortunately says little about the 
condition of the fundi in those cases. In the small 
pale kidney of young adults the condition may be 
first detected during an ophthalmoscopic examination 
for a suspected error of refraction. 

Epstein further bases his classification on the 
various elements of the blood—globulin, albumin, non- 
protein nitrogen, creatinin and salt. In _ his 
opinion we have in this condition not merely a renal 
condition, but a blood condition in that the blood pro- 
teins are greatly diminished and by the loss of their 
osmotic pressure the tissue fluids actually withdraw 
fluid from the blood. Henee the dropsy. The other 


theory of kidney «edema is that it is due to the reten- 
tion of chlorides, which is always found in these 
eases. Hence the success in certain instances of the 


salt-free diet. Epstein, on the other hand, treats 
renal «edema with great success by giving protein 
in large quantities; this he argues acts in two 
ways :(8) 

(7.) By raising the protein contents of the blood, 
fluid is drawn from the tissues and a plethora. oc- 
eurs, which in turn apparently increases the fluid 
output. 

(7i.) By compensating for the larger quantity of 
protein being lost from the body in the urine. 

But more recently McLean and. de Wesselow 
after a study of some 3,000 cases of trench 
nephritis have come to somewhat different con- 
clusions. McLean and de Wesselow began their 
studies in France in 1917 and in spite of many 
difficulties studied 100 acute cases in great detail. (9) 
Since that time all pensioners suffering from the 
effects of nephritis have been referred to them at St. 
Thomas’s Hospital and the result is a mass of ma- 
terial yielding most important information. On the 
whole the chronic degenerative nephrosis of Epstein 
comes little into their series. Nearly all their cases 
started as acute war nephritis. They point out that 
there are in the main two forms of kidney failure :(10) 

(a) The failure to excrete water. _ 
(6) The failure to excrete nitrogen. 

The condition resulting from the first they call a 
hydremia; from the second, an azotemia or nitrogen 
blood. The former has water-logging and intercur- 
rent inflammation as sequel ; the latter, uremia. In 
acute nephritis both functions are in abeyance. Hence 
we get both uremia and cedema in acute nephritis. 
In the hydremie ease there is much albuminuria, in 
the azotemic little or none. In the hydremic type 
the damage is chiefly tubular (chronic parenchy- 
matous nephritis) ; in the azotewmic, vascular (chronic 
interstitial nephritis). In the hydramie type there 


_is retention of chlorides, a difficult matter to esti- 


mate, but possibly in part at least the cause. 
They have worked out that a ‘patient with acute 
nephritis may recover or develope (a) 
chronic tubular nephritis with hydremia, (b) inter- 
stitial nephritis with uremic tendency. Naturally 
these forms are not always pure and we may some- 
times find combinations of the two. 

They also endeavoured to work out tests for renal 
function. In the case of the hydremie type the 
test is simple. C£dema with albuminuria is sufficiently 
definite. A test for the nitrogen disturbance is also 
necessary. They found that the popular phenol- 
sulphone-phthalein test did not differentiate between 
the two and they attacked the problem on other lines. 
First they estimated the urea retention in the blood. 
This they did by MeLean’s simplification of a method 
by which the urea is hydrolyzed into ammonium 
carbonate : 

(NH,), CO, = CO < NH? + 2H,0. 

Van Slyke originally did this .,ith urease. MeLean 
used finely ground soya bean. In normal blood the 
urea is 20-40 mgm. per 100 ¢.em.. In advaneed nitro- 
gen retention it rose steadily and in no ease did recov- 
ery follow even when by ordinary clinical signs all ap- 
peared to be going well, when the blood urea reached 
300 mgm. per 100 c.em.. The rise is only apparent 


June 25, 1921.] 


THE MEDICAL JOURNAL OF AUSTRALIA. 517 


with extensive kidney damage, but a kidney quite well 
able to exerete sufficient urea. to keep down the blood 
concentration to normal limits, may have to do so by 
excreting more than the usual amount of fluid. Hence 
the polyuria of chronic interstitial nephritis. Fur- 
ther, a damaged kidney is unable to concentrate as 
mueh as a normal kidney in exer etion. Thus the con- 
centration of urea in urine is about 50 times that of 
the urea in the blood. In a chronic interstitial neph- 
ritis the total amount passed per diem may. be nor- 
mal, but it is spread over a larger bulk of urine. 
Now the normal individual on being given a larger 
dose of urea will at once proceed to exerete it, so that 
urine ‘passed at the end of two hours will contain up 
to 2-4% urea, whereas in a defective kidney the 
amount will only be 1.5%. This test is very simple. 
It requires no more elaborate apparatus than the 
ordinary Geurrard apparatus and it can be used with 
no discomfort to patients. , Though, urea is mawkish 
to taste, it can be made quite palatable with a little 
syrup of orange. 

McLean and de Wesselow also make use of the 
diastase reaction, which is also a simple test, though 
doubt has recently been cast on its accuracy. (11) 

‘As a result of these and other tests, McLean and 
de Wesselow came tothe interesting conclusion that 
Epstein’s explanation of the action of increased pro- 
tein diet was only in part ecérreect. They find that 
such a diet caused a rise in the. blood urea and a 
prompt response by the kidney in the form of an 
increased secretion. A damaged kidney can only 
secrete urine of half its ordinary urea concentration. 
Therefore, to get rid of double the amount of urea in 
the blood it must ‘secrete four times the amount of 
water. They even used urea as a diuretic, but against 
it are firstly, its cost and secondly, its lack of food 
value. On thé other hand, if taken in the food as 
part of the protein molecule, it will provide both suffi- 
cient urea to cause increased diuresis and food for 
the body, especially to replace the amount continually 
being lost'in the urine. This they believe to be the 
basis of Epstein’s success in using the high protein 
diet. Epstein, I may say, simply criticizes their work 
by saying it is a misinterpretation of the facts. 


Conclusions. 
_(4.) In interstitial nephritis with nitrogen reten- 


tion nitrogenous food should be cut down to the physi- , 


ological minimum, ‘sufficient carbo-hydrate and fat 
being given to provide for body energy. 


-(%.) During the acute stage protein, fluid and salt | 


should be withheld. 
(vi) In the hydremie nephritis the protein allow- 


anee should be liberal, unless there is a combined . 


nitrogen retention. This liberality will at the same 
time inerease diuresis and make up for the loss of 
protein by the urine. 

Again I desire to emphasize the fact that. these 
methods are a simplification of a very intricate and 


elaborate technique, such as you will find described 


On one ground 


in any American clinical paper. 
They need 


alone, that of cost, they are inapplicable. 


the co-operation of at least one first-class bio-chemist, 
whereas McLean and de Wesselow’s work can be done 
by anyone with a little laboratory experience, though - 


for the blood urea accurate quantitative work is 
essential, 


Pneumonia. 

The attempt to prepare a serum against the pneu- 
mococcus was begun some years.ago at the Rockefeller 
Institute by Cole and received a direct fillip from the 
amount of pneumonia which occurred among the 


troops, especially in the camps and transports of the 


United States. 

In the first place it was found that the fixed types 
were three in number (I., II., IT.), while type IV. 
was a rag-bag of odds and ends which contained all 
those which did not fall into the other three. 

The attempts to prepare a serum have been quite 
successful so far as type I. is concerned, but far less 
so for the others. Polyvalent sera have been pre- 
pared and are worth using only if differentiation is 
impossible, but the essential matter is to type the 
case as soon as possible. This can be done in at 
most 48 hours and all that is necessary is to collect 
some sputum in a sterile test tube and carry it warm 
to the bacteriologist. In the case of children who do 
not expectorate, the sputum may be obtained by 
holding a swab in the back of the naso-pharynx. 
Sputum will often be coughed on to it. Previous 
inhalation of a little oil of sinapis may help. Type 
I. serum is now obtainable from the Commonwealth 
Serum Laboratories and is of. very good qual- 
ity. It is best given intravenously for adults. 
For children subcutaneous injection would prob- 
ably be safer, especially if -there is any possi- 
bility of previous anti-diphtheritic treatment. 
In the case of an adult man the question 
of asthma or a war wound is important. In any 
case it is wise to test the patient’s sensitiveness to 
serum. This is done. by scratching the skin of the 
forearm and applying some horse serum. If sensitive- 
ness exists, an urticarial weal with a halo of erythema 
will appear in a few minutes. This test is by no 
means certain. I saw two deaths occur from anaphy- 
laxis in men who failed to yield a reaction. The serum 
is given into the vein either pure or mixed with 
saline, an ordinary all-glass syringe being used and 
the serum introduced at first very slowly. The symp- 
toms of anaphylaxis are abdominal pain and discom- 
fort, a feeling of impending death, dyspnea, apnea, 
cyanosis, sweating, passage of urine and feces and 
heart failure. The treatment is warmth, artificial 
respiration, atropine, adrenalin and pituitrin hypo- 
dermically, with, of course, immediate cessation of the 
serum injection. Dr. S. H. Patterson, of the Walter 
and Eliza Hall Research Laboratory, tells me that 

30% of all cases of pneumonia in the Melbourne Hos- 
pital are type I. and their results with monovalent 
serum are good. 

The moral seems to be that immediately a a case of 
pneumonia is seen, it should be classified bacterio- 
logically and if Type I., serum given. It is no use 
waiting and typing takes time and pneumonia is 
usually a matter of hours. Further the amount given 
must be adequate—100 ¢.em. at onee and repeated 
every eight hours, until the temperature comes down 
to 37.8° ©. and stays down. Under these conditions 
the mortality may be reduced to 7-10%. With the 
polyvalent sera the success is not nearly so marked 
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and some of the United States authorities deny that 
it is of any service whatever. For an excellent dis- 
cussion on the whole pneumococeus question the papers 
of Patterson and Tebbutt at the recent Congress can- 
not be bettered. 
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ADVANCES IN RADIOLOGY.* 


By A. T. Nisbet, M.B., Ch.M. (Univ. Sydney), D.P.H., 
Honorary Radiologist, Mater Misericordie Hospital and Rose- 
mount Military Hospital, Brisbane. 


On every item in this paper a volume could be 
written in these days of modern knowledge, so that 
the subjects touched en will be done so very briefly 
and the great majority of the better-known advan- 
tages of radiology in diagnosis will be left out 
altogether. 
Pictorial representation, as one will remember from 
student days, is always more valuable than the written 
or spoken word when the evening is short and ex- 
aminations not far ahead. For that reason I hope 
to demonstrate some of the modern advantages of 
X-rays in diagnosis by plates. 

This paper is only written from the clinical stand- 
point and contains nothing of the perfection of modern 


apparatus. 
Radiology of Bones. 


(a) Tubereular disease in its early stages is one 
in which the radiologist is of great help to the prac- 
titioner. (Plates shown of a tubercular shoulder joint 
in an advanced stage and of a tubercular hip in early 
stage, also of a tubercular spine.) 

(b) The ear, nose and throat specialist finds con- 
siderable assistance in the diagnosis by X-rays of 
affected accessory sinuses. 

(c) Periostitis in early or late stages is easily de- 
tected and the extent thereof may be very much 
greater than is suspected. 

(d) Syphilis, malignant growths, abscesses, etc., 
of bone are now seen instead of being felt. 

Radiology of the Gastro-Intestinal Tract. 

Passing from bones to the intestinal tract, it is well 
to mention that no negative X-ray diagnosis should 


1 Read at a Meeting of the Queensland Branch of the British Medical 
Association on February 4, 1921, 


be considered as a thing altogether to be relied on. 
But even if the X-ray diagnosis is negative as regards 
the serious lesions, the examination should contain a 
fund of information regarding the shape, size and 
position of the stomach and intestines with additional 
data regarding the amount of peristalsis, rate of 
evacuation, ete., ete.. 

The appendicular region is one which lends itself 
to easier diagnosis than that of the stomach, and in 
the great majority of cases there should be no doubt 
about the diagnosis of appendicitis. When fallacies 
occur, they are usually due to that trap, the gall 
bladder, which appears to exert its influence over a 
greater area of the abdomen than we usually imagine. 

It would be as well to mention here the undoubted 
effect an inflamed gall bladder has on the outline 
of the stomach. In many gastric plates which other- 
wise appear normal, there is a spasm of the muscle 
fibres causing an incisura, usually on the greater cur- 
vature. If the case is followed up and the patient 
subjected to operation, time and again when this 
notch occurs is an inflamed gall bladder present. 

Another point in the diagnosis of cholecystitis is 
enlargement of the pars pylorica of the stomach. 
Sometimes this is very definite and without doubt 
appears to have relation to disordered action of the 
gall bladder. 

Marked gastrospasm occurs very commonly from 
other causes as well, particularly neurosis and dilated 
splenie flexure of the large bowel. The former is 
diagnosed by the disappearance of the spasm after a 
small dose of atropine. Owing to the possibility of 
gastric ulcers being present on the anterior or pos- 
terior walls, I always feel that the duodenum with 
its cap lends itself to more exact radiographic diag- 
nosis. Deformity of the duodenal cap in addition to 
ulceration may be due to adhesions to the gall bladder 
or organic disease of the pancreas. 

The delay in the emptying time of the stomach is 
always a most important point and some authorities 
claim that a six-hours’ residue is pathognomonic of 
ulcer or carcinoma. 

Here, again, care must be taken, for an ignorant 
patient may disregard instructions and partake of 
food which will hold back the barium or bismuth. 

Coming to the large bowel adhesions are very clearly 
seen and among other conditions that of acute colitis 
is easily diagnosed. 

Among other diseases, acute obstruction, diverticu- 
litis of the colon, ete., in addition to carcinoma, may 
be well demonstrated. Before leaving the digestive 
tract I should like to mention that I consider it wrong 
for the physician or surgeon to ask for a stomach 
examination only. Unless the whole tract is exam- 
ined something may be missed which would throw 
much light on the patient’s condition. 


Radiology of the Thorax. 

Now, to my mind, for the most interesting field of 
all, the thorax. 

Aneurysm i is straightforward, so we will pass it by. 

Now, taking a picture of a normal chest, we see 
the normal size of the heart, aorta, the clear lungs 
with the bronchial and mediastinal glands peeping out 
from behind the shadow of the sternum and aorta. 
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An instruetive case was seen the other day, when 
the diagnosis lay between a serous pericarditis and 
an empyema. With screen examination the tremen- 
dously enlarged pericardial shadow and the clear lung 
admitted no doubt in the diagnosis. 

However, the greatest value of all is the finding of 
early: tuberculosis, together w ith the site of infection 
and the amount of damage. 

Here one cannot learn from books, for they all 
give you most beautiful pictures of advanced cases 
with cavities or caseatign, but show nothing of those 
border line eases which are so important and whieh 
depend on their diagnosis for future prospects of 
longevity. 

The main point in the’ diagnosis of tubereulous in- 
fection lies in the dictum of Ironside Bruce, that 
one should find ‘‘small collections of rounded opaci- 
ties.’’ The other main point is the movement of the 
diaphragm. This is all important and restriction of 
movement on one sidegis a valuable confirmatory 
sign. 

In examining these patients one is struck by 
the fact that the base of the right lung is an 
area where early infection takes place. This area 
often shows fibrous mottling and enlargement of the 
bronchial glands draining it before any other part 
of either lung shows any. sign of disease; and I am 
beginning to wonder whither the old teaching of the 
apices being infected first will not have to be revised 
in the great majority of cases. As regards the bron- 
chial glands, these are not always a good guide. It 
is common to find in children with a chronic bronchitis 
much enlargement of the glands. 

Signs that are of importance in the radiographic 
diagnosis of pulmonary tuberculosis are: 

(1) The lack of brightness in the apex on deep 
inspiration. The mere fact that one apex in nor- 
mal breathing is a shade duller than the other, is of 
less diagnostic significance than this failure of the 
apical tissue to take in air on inspiration. 

(2) A compensatory movement of the diaphragm 
on the unaffected side is often noticeable; that is to 
say, the healthy diaphragm tries to do the work of 
both sides. 

(3) An important feature is the shape of the heart. 
In tuberculous case the heart assumes the ‘‘ hanging 
drop’’ variety. The differential diagnosis has to be 
made from fibrosis, and, as Dr. Argyle, of Melbourne, 
has said, it is almost impossible to find a returned 
soldier who has seen strenuous service with a normal 
chest. Almost all have some degree of pulmonary 
fibrosis. Here the heart assumes quite a different 
shape and approaches the classic heart of the athlete. 

In The Medical Journal of Australia of January 
30, 1921, an article appeared by Dr. Cross on the 
radiographic appearances of lungs of soldiers who are 
infected with bilharziosis. Dr. Cross mentions the 
condition as compatible with a chronic bronchitis. 
He then goes on to-say that ‘‘with regard to the in- 
volvement of the lung tissiie with the parasite it would 
seem that the focal appearance was probably a veut 
of this involvement.’’ 

Considering Dr. Argyle’s findings, which are onan 
similar to my own, I think that this bronchitic -in- 


yolvement as being due to the parasite must be taken 


with reservation: Very few chests of returned soldiers 
who have seen active service, are normal. 


Treatment. 

In this part of the world how few medical men 
have taken up the post-operative treatment of carcin- 
oma by X-rays. How seldom do we see the operation 
for removal of mammary cancer followed by radio- 
logical treatment. 

In England and America X-ray therapy is now 
carried out both before and after operation for cancer 
and without a doubt the percentage of cure has been 
valuably raised thereby. Within a few days three of 
Brisbane’s hospitals will be equipped with absolutely 
first-class modern X-ray apparatus, including high 
tension transformers for radiography and coil out- 
fits for radio-therapy, so that in future all patients 
operated on for cancerous growths may have their 
expectation of life increased by the use of X-ray treat- 
ment. 

The radiologist is only an assistant and the valu- 
able conference between the radiologist and the clini- 
cian should, if possible, never be passed by, for as 
the medical world is only too fond of impressing upon 
us, we are only dealing with shadows. 

Any assistance we can obtain in the interpretation 
of those shadows is very thankfully received and if 
one can discuss X-ray plates of a difficult case on a 
viewing box with the patient’s own family phyisician, 
the likelihood of arriving at correct interpretation is 
tremendously increased. 


Reports of Cases, 


STRANGULATED OBTURATOR HERNIA. 


By R. A. Stirling, M.D., 
Consulting Surgeon, Melbourne Hospital. 


February 26, 1921, I was called 
to see Miss X., aged 61 years. She had been suffering from 
obstinate constipation for the last year. For the past two 
weeks she had been in bed, complaining of pain in the 
epigastrium and vomiting. Five days ago the latter con- 
sisted of brownish fluid, ejected once or twice daily in 
large quantity. Her bowels had acted naturally two days 
before. She complained of some difficulty in passing urine 
and of a pain in the left hip joint and all over the left 
knee joint, but the principal seat of pain was the epigastrium 
where she felt that some obstruction existed. 

Examination per rectum disclosed dry fecal matter. There 
was no swelling on the inner part of the thigh, nor any 
sense of deep resistance. 

That evening she was removed to a private hospital and 
operated on the next morning. 

The nurse reported that her temperature was 36.1° C. 
and her pulse-rate 80, Over one litre of urine was drawn 
off by catheter. This reduced the distension considerably. 
Copious enemata had brought away a few scybala. 

Dr. Carl Stephens assisted at the operation and Dr. Guest 
gave the anesthetic—ether—by the open method, after a 
previous dose of morphine, — and atropine, given 
hypodermically. 

An incision was made on the inner side of the right rectus 
below the umbilicus. In the pelvis the ileum coils were pro- 
lapsed, also the caecum and transverse colon. It was then 
found that some coils of the small intestine higher up were 
red and distended and that a knuckle of small intestine 
covered with a cap of omentum was plugging the left 
obturator foramen. The Condition was trie Richter’s hernia. 
The anatomical changes accounted. for the fact that the 


On Saturday evening, 
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patient had been able to pass a little fiatus and feecal 
matter and also.for the signs. of pressure.on the obturator 
nerve. 

On pulling the bowel and-trying to release it, there was 
great resistance; success would have meant wide tearing, 
but a rather strong pull on the omentum quickly relseved 
both. The bowel was brought outside and found to be 
tightly constricted and blackened for quite a considerable 
part of its circumference. However, it was deemed viable 
and dropped inte the pelvis again. The strangulation of the 
bowel seemed to be secondary; that of the omentum, which 
had stretched out as far as the pectineus, primary. The 
obturator canal on the left side admitted the index finger 
freely for fully 2.5 cm.. On the right side it was the usual 
insignificant aperture. 

If I had not been successful in releasing the rupture, I 
would have had some difficulty in enlarging the opening, 
which one authority says should be done downward and 
inward; another outward and still a third, upward. 

-The abdominal wall was closed in the usual way, no at- 
tempt being made to interfere with the sac. The operation 
lasted less than half an hour. The patient vomited twice, 
the same brown-coloured, slightly fecal smelling fluid, during 
Sunday afternoon, but on Monday, February 28, 1921, she was 
quite free from pain, very thirsty, but able to drink tea 
and retain it. 

The pre-operative diagnosis “was “intestinal obstruction 
due to cancerous growth in the sigmoid colon.” Some colour 
was lent to this by the fact that six years before the same 
operator had removed an epitheliomatous growth from 


the nose. In addition, the patient had for the past twelve | 


months become very much emaciated for no apparent reason. 

The bowels opened by enema on the fifth day, but flatus 
passed freely from the second. She returned home con- 
valescent on the 16th day. 

The condition is an uncommon one, the diagnosis quite 
difficult, unless a small tumour be detected below the pubes 
to the inner side of the femoral. vessels and unless the signi- 
ficance of the disturbances in the regions supplied by the 
obturator nerve be remembered. 

weit 


Reviews. 


OPHTHALMOLOGY. 

Painstaking, accurate observation, ‘clear, logical reason- 
ing, sound judgement and lucid exposition characterize the 
“Manual of Ophthalmjc Practice” and the “Manual of Oph- 
thalmic ‘Operations,” by Dr. F. P. Maynard,’ Dr. Maynard 
was for many years £urgeon-Superintendent at the Mayo 
Native Hospital, Calcutta, where he proved himself a highly 
competent general operating surgeon, whilst at the same 
time filling the positions of Professor of Ophthalmic Sur- 
gery at the Medical College and Ophthalmic Surgeon to the 
Medical College Hospital at Calcutta. In the latter appoint- 
ment he carried on a very largely attended, well equipped 
ophthalmic in- and out-patient department on the same 
plan as that of Moorfields. He made the most complete use 
of the mass of material coming before him and these two 
books are practically made up of the lectures compiled from 
this almost unequalled source, delivered by him tod the 
students. 

Dr. Maynard’s reputation as an ophthalmologist stands 
high amongst the remarkably brilliant men who have served 
in that very admirable Indian Medical Service. Ophthal- 
mologists elsewhere will find much to learn and much to 
admire in these two books. Particularly do we direct atten- 
tion to the comprehensive and informative section on cata- 
ract, in which Dr. Maynard’s experience is excelled by very 
few. Admirably arranged as the books are for students, we 
feel that they are a most valuable mine of useful, practical, 
clinical and operative hints for experienced ophthalmologists 


2 Manual of Ophthalmic ngs ag (Based on Lectures delivered at the 
Medical College, Calcutta), by F. Maynard. D.P.H., F.B.C.S. ; 
1920. Edinburgh: E. & S. BAB Calcutta and Simla : Thacker, 
Spink & Company; Second Edition; Royal 8vo., pp. 316, with 12 plates 
and 133 illustrations. Price, 12 rupees. 

Manual of Opthalmic Operations, by F. P. Maynard, M.B., D.P.H., 
F.R.C.S.; 1920. Edinburgh: EB. & S. Livingston. "Gelatin and. Simla: 
Thacker, Spink & Company; Second Edition; Royal 8vo., pp. 248, with 
six stereoscopic platse and 137 illustrations, Price, 9 rupees, 


who may not have had the opportunity of handling such 
masses of patients as have passed through Dr. Maynard’s 
hands. Dr. Maynard describes the operations which -have 


survived the test of experience in his work and the treatment 


of diseases is similarly dealt with. 


RE-ORGANIZATION OF THE AUSTRALIAN ARMY 
MEDICAL SERVICES. 


The Minister for Defence, Senator the Honourable G. F. 

Pearce, received a deputation from the Federal Committee 
of the British Medical Association in Australia on May 18, 
1921. The members of the deputation were Dr. R. H. J. 
Fetherston, Mr. G. A. Syme and Dr. R. H. Todd. General 
G. Cuscaden and General Foott were also present. 
’ Dr. Todd referred to the position of Director-General Medi- 
cal Services, which had been advertised as vacant, and also 
to the re-organization of the medical services. He stated 
that a copy of the report of the Re-organization Committee 
had been forwarded by the Department to the Federal Com- 
mittee a short time previously. The Committee had not had 
time to complete its report. Dr. Fetherston supported Dr. 
Todd in asking that this matter should be allowed to stand 
over until the Committee had had an opportunity to draw 
up a report. 

The Minister said that he understood that the deputa- 
tion wished to raise the question of the remuneration of 
medical officers. He stated that the Military Board had 
made a recommendation which had been forwarded by the 
Director-General Medical Services, providing for the pay of 
the area medical officers at an increased rate of £85 per 
annum. The Minister understood that there was some dis- 
satisfaction in regard to the pay of medical officers who go 
into camp and who have to engage a locum tenens. 

A discussion ensued. The Minister undertook to defer 
action in this regard. 

Dr. R. H. Todd pointed out that in the advertisement 
calling for applications for the position of Director-General 
Medical Services there was a condition that the applicants 
must be men with service with the Australian Imperial 
Forces to their credit. He considered that this was an un- 
necessary restriction in view of the fact that so many men 
had served their country as best they could, some in the 
Royal Army Medical Corps. He referred to the case of 
Colonel Eames who had offered his services on behalf of Aus- 
tralia at the outbreak of war, but had been informed that 
there was no Australian force in which he could enlist. He 
was advised to go to the War Office. Dr. Todd considered 
that it was very unfair to put such men on a different 
footing from those who had served in the Australian Im- 
perial Force. There were approximately one hundred men 
who had served in the Royal Army Medical Corps. They 
gathered from the report of the Re-organization Committee 
that no one could hold the position of Director-General Medi- 
cal Services or any of the senior positions on his staff unless 
he had served in the Australian Imperia! Force. They did 
not think that this was just. 

Dr. Fetherston endorsed the opinion expressed by Dr. 
Todd. 

The Minister stated that the recommendation regarding 
the conditions of appointment to the staff of the Director- 
General Medical Services was that the matter could wait 
until the new Director-General had been appointed. 

The Minister has subsequently informed the Federal Com- 
mittee that he has approved of the pay of area medical 
officers being raised from £60 to £85 per annum. He has 
further determined that an allowance of £1 per day during 
the period spent in camp will be granted towards the cost 


of providing a locum tenens to medical officers in civil prac-: 


tice who attend annual camps. This allowance will be addi- 
tional to the ordinary pay and allowance of rank. 


Mr. Justice Macawley delivered his reserved judgement in 
the Queensland Arbitration Court on June 16, 1921, on the 
application by a newly registered trade union known as the 
Queensland Nurses’ Association, for an award for nurses. 
The salaries for trainees is to be fixed at a minimum of 
£36, £45, £65 and £75 per first, second, third and fourth 
years respectively. We propose to publish the further de- 
tails of the award in a subsequent issue, 
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Che Farr Case. 


Section 99 of the Lunacy Act, 1898 (New South 
Wales) provides for the examination by a judge of 
any person confined in a hospital for the insane on 
information upon oath that the person is of sound 
mind. If the judge finds that the person is of sound 
mind, he may direct that the person shall be dis- 
charged from the custody of the superintendent of the 
hospital. The section does not limit the nature of the 
information, save that the informer must make his 
allegation on oath. The act contains other provisions 
for the discharge of persons from hospitals for the 
insane. The release of a patient from a hospital for 
the insane is usually determined by either the superin- 
tendent of the hospital or the Inspector-General of 
the Insane. Section 99 contains an unusual provi- 
sion, obviously intended to act as a safeguard for the 
community against the detention of a sane person. In 
its essence it partially destroys the confidence im- 
posed by the statute in the Inspector-General and 
the medical superintendents. Whatever may have 
been the intention of the legislature, the experience 
throughout the British Empire of an implicit trust 
in these responsible persons has proved that there is 
no need for further safeguards. The Inspector-Gen- 
eral and the medical superintendents of the hospitals 
for the insane are men of the highest professional 
and ethical standards and are incapable of the crime 
of depriving a sane person of his or her liberty. The 
weakness of the provisions contained in Section 99 
lies in the fact that any busy-body, without any 
knowledge of psychiatry, without a legal training 
and without even a modicum of common sense or 
judgement, may set a cumbrous piece of legal ma- 
chinery in motion. Recently the Judge in Lunacy 
was compelled to make a prolonged inquiry into the 
mental state of a Mrs. Farr because a registered medi- 
eal practitioner applied for an order from the court 
for her release on the ground that she was of sound 
mind, We publish a condensed record of the case 


in another part of this issue. The Judge found that 
the proceedings had not been necessary for the pro- 
tection of Mrs. Farr. It would thus appear that what 
was intended to have been a safeguard, has turned 
out to be a source of annoyance, a waste of public 
money, a cause of possible harm to the patient and an 
unnecessary expenditure of time and energy of men 
who had other infinitely more important work to do. 
The Judge commented in no uncertain terms on the 
intemperate, unjustifiable and cruel action of the 
applicant, Dr. G. S. Thompson. He pointed out that 
a medical practitioner who had not been trained as a 
psychiatrist, had challenged the well considered 
opinions and judgement of experts on the slender 
basis of the statement of an unfortunate lady who 
had been certified as being of unsound mind. The 
fact that the information has to be given on oath is 
obviously insufficient to protect the patient, the court 
or the public from unjustified and unfounded actions. 
Instead of being a safeguard, Section 99 threatens to 
become a disturbing element in lunacy legislation. 
No need exists for this kind of interference with a 
department in which the dictates of humanity are 
pre-eminently conserved. In the olden days, when 
Iunatie asylums were little better than prisons for the 
ineareceration of insane persons, treatment was un- 
heard of and the discharge of a patient practically 
an impossibility. To-day psychiatrists strain every 
nerve to bring disorders and diseases of the mind 
under therapeutic control. Patients are discharged, 
perhaps too readily, although the medical officers in 
authority exercise the utmost care to prevent the act 
of discharge from becoming a source of danger to 
the individual or to the community. Section 99 of 
the New South Wales Lunacy Act has been proved 
to be a useless and detrimental provision, capable of 
abuse and incapable of affording the protection de- 
sired of it. 

The Farr case calls for comment in another direec- 
tion. Apart from the medico-legal aspect, there is 
the medico-ethical. Dr. George Stanley Thompson 
on his own showing has followed a course which would 
have resulted in the removal of his name from the 
register of medical practitioners, had the incidents 
happened in Great Britain. According to the evi- 
dence given in the court, he first of all insinuated 
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himself between a medical practitioner and his pa- 
tient. 
consequently was incapable of exercising the selection 
of her medical attendant. Her husband entrusted her 
to the care of an alienist of high professional and 


The patient had been certified as insane and 


ethical standing and this expert acted solely and only 
in the interests of his patient and her relatives. Dr. 
Thompson defied ail the rules of medical ethics and 
sought to follow the patient from pillar to post, in the 
vain attempt to set the authorities at nought and to 
secure her freedom. Foiled in his endeavour, Dr. 
Thompson wrote to the Prémier of the State of New 
South Wales a letter containing allegations against 
Professor Farr and those who were advising him. To 
allege that Professor Farr was conspiring with 
‘‘others’’ to keep Mrs. Farr in a hospital for the in- 
sane for personal gain is so scandalous a charge that 
His Honour felt constrained to rebuke Dr. Thompson 


ce 


in terms such as ‘‘perversion of the real facts,’’ ‘‘ex- 


travagant and inflammatory language.’ His Honour 
found it necessary to make a statement to the effect 
that he was satisfied that Professor Farr, Dr. Sharp, 
the Inspector-General of the Insane, Dr. Davidson 
and the other mental specialists concerned had been 
guided solely by what they considered to be most ad- 
visable for Mrs. Farr’s health and well-being. It thus 
appears that notwithstanding the evasive remark of 
counsel for Mrs. Farr that the imputation applied 
“‘only where the cap fitted,’ His Honour interpreted 
the imputation to mean that Professor Farr and the 
mental experts were indicated. To level such a charge 
on several medical practitioners of the highest in- 
tegrity and repute on the statement of a person of 
unsound mind is surely infamous conduct in a pro- 
fessional respect. Hf any unbiassed member of the 
medical profession could have placed credence on 
this charge of so damning a nature, it would have been 
our pleasing duty to have tendered to Dr. Sinclair, 
Dr. Davidson, Dr. Chisholm Ross and the other psychi- 
atrie experts our congratulations on the expressions 
of confidence uttered by His Honour, Mr. Justice 
Street. 
tions are misplaced in view of the fact that the allega- 


They must, however, feel that congratula- 


tions were obviously unjustified and unwarranted. 
The honour and dignity of the medical profession 
is involved in this case and we do not hesitate to 


state that Dr. Thompson should be required to de- 
fend himself on a charge of a serious breach of medi- 
eal ethics. 


British Medical Association News. 


SCIENTIFIC. 


A meeting of the Queensland Branch was held at the 
B.M.A. Room, Adelaide Street, Brisbane, on February 4, 1921, 
the President, Dr. A. Graham Butler, D.S.O., in the chair. 

Dr. E. S. Meyers described a case of ceeliac disease. 

The patient was a boy of five years. He had been a healthy 
child up to eighteen months of age, had been breast fed till 
six months and fed on cow’s milk and barley water till 
twelve months of age. He had suffered from whooping 
cough at fourteen months. Since the age of eighteen months 
he had suffered from recurrent attacks of diarrhoea lasting 
for periods varying from a week to three months. ‘The 
stools had numbered four to six a day, were white, offensive 
and contained small quantities of mucus and occasional 
streaks of blood. The child had grown very littlh and 
now weighed only 12.2 kilograms; its height was 78 cm.. 
The child was very pale, had a large protuberant and soft 
abdomen, but had nothing suggestive of tubercular disease 
of the colon. No abnormal swelling could be felt in the 
abdomen, which was not of a doughy consistency. The 
child was precocious and preferred the society of adults 
to that of other children. His dietary was peculiar in that 
he could tolerate no fats and only small amounts of carbo- 
hydrate. He exactly answered the description of disease 
given by Still in “Common Disorders of Childhood,” by 
Hutchinson in his lectures on “Diseases of Children,” and 
by Garrod, Thursfield and Butlin in their “System of Dis- 
eases of Childhood.” : 

Dr. Meyers stated that he intended to try treatment with 
bile salts, as recomfnended by Miller in The Lancet, October 
30, 1920. 

Dr. A. V. Meehan presented a patient who had suffered 
from complete division of the musculo-spiral nerve, which 
was now in process of recovery. The patient had sustained 
a compound fracture of the lower third of the humerus on 
May 5, 1918. The wrist had been allowed to hang for a 
period of three months, when a half “‘cock-up” splint had been 
fitted. Dr. Meehan had seen the patient fourteen months 
previously and massage had been applied to the elbow for 
eight weeks until adhesions were freed. Two years after 
the reception of the original wound, nerve suture had been 
performed, the ends of the nerves having been dissected, 
freed from callus and paired until the fresh nerve bundle in 
the upper end and the fresh nerve sheath in the lower 
were exposed. He had sutured the nerve with catgut and 
had obtained apposition by promoting flexion of the elbow. 
Up to four weeks prior to the date of the meeting a full 
“cock-up” splint had been applied and daily massage, volun- 
tary movements of the extensor muscles and electrical 
treatment had been carried out. Dr. Meehan demonstrated 
the complete recovery of the extensor muscles of the wrist. 
There was slight recovery of the fingers, but none so far of 
the thumb. 

Dr. V. McDowall showed a radiogram in which gall-stone 
shadows were visible. The clinical history of the patient 
had indicated the presence of renal calculi, but the group- 
ing and shape of the shadows indicated that they were due 
to gall-stones. Operation had justified this opinion. 

Dr. R. Marshall Allan showed a specimen of epithelioma 
of the clitoris. The patient was a single woman of 59 
years. She had complained of pruritus for two years and 
had noticed a swelling during the last six months. On 
examination a fungating mass about the size of a pullet’s 
egg had been found in the region of the clitoris. It had ex- 
tended slightly into the left labium majus. The inguinal 
glands on both sides had been enlarged. There had been no 
involvement of the urethra and the patient’s general. health 
had been fair. Excision of the vulva and of the inguinal 
glands on both sides had been performed. The pathological 
report stated that the condition was a squamous-celled epi- 
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thelioma. ‘There were no cell nests, but the tumour epi- 
thelium was deeply invaded and keratinized in long strands. 

Dr. J. V. Duhig showed three exhibits. The first was a 
spleen from a patient who had suffered from miliary tuber- 
culosis. The second exhibit consisted of the umbilical cords 
of twins. The cords showed extreme knotting and entangle- 
ment. Dr. Duhig then showed his third exhibit, which con- 
sisted of microscopical sections illustrating actinomycosis of 
the liver, tuberculosis of the tonsil secondary to laryngeal 
and pulmonary tuberculosis, a lymph gland from the sheath 
of the abdominal aorta, showing advanced lymphadenoma 
and a liver containing a lymphadenomatous nodule. 

Dr. Graham Butler, in discussing Dr. Meyers’s case of 
celiac disease, referred to the fact that many children with 
large pultaceous stools were backward in physique, but 
were cured with careful dieting. He asked Dr. Meyers 
whether these were true cases of cceliac disease. He had 
found the use of soured milk very beneficial. 

Dr. A. J. Turner stated that his experience was similar 
to that of Dr. Butler. Many deficient children had been fed 
on an exclusive diet of bread and butter. 

Dr. S. F.. McDonald, in the absence of Dr. Meyers, replied 
that true coeliac disease was intractable to treatment and 
could thus be differentiated from milder conditions which 
were due to over-feeding with carbo-hydrates or anti-scor- 
butic foods. 

Dr. F. S. McDonald read a paper entitled “Recent Advances 
in Medicine” (see page 515). 

Dr. J. G. Avery asked Dr. McDonald whether he had had 
any experience of decortication of the kidney for the treat- 
ment of “large pale kidney.” 

Dr. J. V. Duhig stated that if patients suffering from pneu- 
monia were to be successfully treated, it was important to 
determine immediately the type of the offending organism. 
Type I. pneumococcal serum would effect a cure in the 
majority of cases. He referred to the success of the French 
who had reduced the mortality among Senegalese troops 
from 35% to 6%. Good results had likewise been obtained 
among the Kaffirs in South Africa. The serum of Type I. 
alone was curative, while the serum of other types was not 
efficacious. Investigattons made in Sydney and Melbourne 
showed that.Type I. was the usual variety of pneumo- 
coccus in cases of pneumonia. Dr. Duhig pleaded strongly 
for vigorous serum treatment during the coming winter. 
The dangers of serum shock were very slight. Bovine in 
place of horse serum would obviate the ill effects of previous 
inoculations. 

Dr. F. G. Power referred to several patients on whom 
the operation of renal decapsulation for interstitial nephritis 
had been performed. He mentioned that several years ago 
the fashionable treatment for pneumonia had been the use 
of phylacogens. The treatment of fashion now appeared to 
be serum. He contended that nursing and feeding were 
more important than treatment with drugs. 

Dr. A. Graham Butler said that he had heard Dr. Henry 
Head state once that new and elaborate investigations had 
for their purpose the evolution of simple clinical means for 
the general practitioner. The etiology and prevention of 
renal disease offered a great opening for further investiga- 
tion. He referred especially to the cases of young girls 
who died at the age of 19 or 20, and to the members of 
the same family who all contracted nephritis, although 
there was no history of scarlet fever. 

Dr. S. F. McDonald held that decapsulation was justi- 
fiable in cases of interstitial nephritis of young people 
(“small white kidney”) and in cases of “large white kidney” 
with oliguria and albuminuria. He emphasized the import- 
ance of early diagnosis and the use of serum in cases of 
pneumonia and meningitis. The figures of the United States 
Army should convert any sceptic to the value of serum 
therapy. 

Dr. A. T. Nisbet read a paper entitled “Advances in 
Radiology” (see page 518). He illustrated it with a large 
number of ‘radiograms. 

Dr. A. Stewart referred to the radiograms of patients with 
advanced pulmonary tuberculosis whdé had been treated by 
means of artificial pneumothorax. He wished to call attention 


‘to two cases. His first patient had suffered from acute tuber- 


culosis following on influenza and was now able to walk 
about, A second patient had suffered from the disease for 


sixteen years. The first patient had been in a worse plight 
than the second, but was now better. The second patient 
had too many pleural adhesions to allow of a good result. 
He referred to a clinical fact not usually mentioned in 
text-books, that the right lung was affected in 80 to 85% 
of cases when the patients were male, while the left lung 
was affected in 70 or 75% of cases when the patients were 
female. No reason could be given for this differentiation. 
He considered that the radiographer should not give advice 
regarding treatment when asked to see a patient. 

Dr. V. McDowall congratulated Dr. Nisbet on the radio- 
grams shown and particularly on those of the chest. The 
interpretation of the plates required skill and experience. A 
chronic pulmonary disease caused fibrosis of the lungs and 
interfered with the air lighting of the lung. This fact would 
give a clue to the diagnosis. 

Dr. A. Graham Butler said that Dr. Nisbet’s demonstration 
had shown the necessity for the conjunction of clinical ob- 
servation with the work of an X-ray specialist. The special- 
ist should be the assistant and not “the last word.” 

Dr. Nisbet agreed that radiologists were only assistants, 
but they should have full information from the general 
practitioner. He preferred to take the radiogram first and 
then obtain the clinical history. 


Notices. 


The Scientific Committee of the Victorian Branch an- 
nounces the following papers to be read at meetings of the 
Branch in July and August, 1921: 

July 6, 1921.—Mr. Victor Hurley, C.M.G., Mr. Alan Newton 
and Mr. W. D. G. Upjohn, O.B.E.: “Blood Trans- 
fusion; Indications for Transfusion; Testing of 
Donors; Preparations of Patient and Donor; 
Technique of Operation; After Care.” ‘ 

August 3, 1921—Mr. A. Fay Maclure, O.B.E.: Paper and De- 
monstration at the Alfred Hospital: “On the 
Making and Fitting of Modern Splints and 
Fracture Beds, Together with a Display of 
Splints.” 


Medico-Legal. 


A CASE OF FOLIE CIRCULAIRE. 


Mr. Justice Street, Judge in Lunacy, opened an inquiry 
in Sydney on April 19, 1921, into the mental condition of 
Maud Farr, wife of Professor Farr, D.Sc., of Christchurch, 
New Zealand, under Section 99 of the Lunacy Act (New 
South Wales). The inquiry had been initiated by an appli- 
cation made by George Stanley Thompson, F.R.C.S. (Eng.), 
L.R.C.P. (Lond.), a medical practitioner, residing in Rand- 
wick. Dr. Thompson alleged that Mrs. Farr was being 
wrongfully detained in the Mental Hospital, Gladesville. It 
appears that Mrs. Farr had suffered from depression when 
in England in 1911. Her medical attendant had ordered her 
a complete rest. On her return to Australasia, she was 
again attacked by depression in Adelaide. This period was 
followed by one of exaltation shortly after her arrival in 
Christchurch. She became uncontrollable in September, 
1912, and was committed to Ashburn Hall. She was allowed 
to leave the hospital on trial in April, 1913, and went to Nel- 
son with a nurse. Later she passed through another phase 
of depression. After a few months she appeared to have 
recovered, but soon she manifested signs of exaltation. She 
was committed to the mental hospital at Nelson under 
certificates on April 10, 1914. On July 14, 1914, she was 
discharged on trial, but had to return on April 1, 1915. Pro- 
fessor Farr objected to her continued residence in the New 
Zealand public mental hospital and, as there was no suit- 
able accommodation in a private mental hospital in New 
Zealand, he arranged for her transfer to a private hospi- 
tal in New South Wales. She was admitted to Mount Saint 
Margaret’s Hospital in Ryde in September, 1915, under fresh 
certificates. In November, 1916, she was let out on trial, but 
was again admitted in August, 1917. On April 11, 1918, she 
was again allowed out on trial, but returned in March, 1919. 
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On December 10, 1919, she left the hospital on probation 
and returned on October 10, 1920. On January 8, 1921, she 
was transferred to the Mental Hospital, Gladesville. 

Mr. A. B. Shand, K.C., and Mr. H. H. Mason appeared for 
Mrs. Farr; Mr. F. S. Boyce appeared for Professor Farr 
and Mr. F. J. Bethune and Mr. A. R. J. Watt, K.C., appeared 
for the Superintendent of the Mental Hospital, Gladesville. 

Mrs. Maud Farr gave evidence at great length. She 
stated that she had been married to Professor Farr for about 
18 years and that there had been one child of the mar- 
riage. She had received in all £14,000 from her father. The 
New Zealand estate was being administered by the Public 
Trustee. In 1902 and in 1910 she had visited Argentine. 
After the second visit she had been in Adelaide, where she 
had been laid up on account of a curvature of her spine 
and some internal trouble. On her return to New Zealand 
in 1912, her husband had sent her to a private nursing home 
and later to’a private mental hospital. She had stayed there 
for about seven months. Then she had been sent with 
a nurse’ to a boarding house in Nelson. Her health had 
improved and she had informed her husband that she in- 
itended to return to South America. He, had refused to 
‘allow her to go. Her husband had prevented her from 
making a second will and had tried to disuade her from 
destroying her first will. Her solicitors had advised her not 
to inform her husband what sort of will she was about to 
make. That had made her husband suspicious. Two doc- 
tors and a magistrate had visited her and sent her in 
charge of a nurse to Nelson. Later she had been sent to 
Sydney. She had been under the impression that she was 
to have undergone surgical treatment. She had discov- 
ered, however, that she had been sent to Mount Saint Mar- 
garet’s Hospital, a private mental hospital. She had seen 


Dr. Chisholm Ross and Dr. Stratford Sheldon. She 
had remained at Mount Saint Margaret’s Hospital 
from September 6, 1915, until November 10, 1916. 


She had signed a document at her husband’s request. 
The document was in Spanish. She had not been aware 
that she had signed over half of her property to him. 
After leaving the hospital, she had gone to the Blue Moun- 
tains and then to Cronulla with Nurse James. She could 
not stand Cronulla because she could not rest on account of 
the noise of the sea. She then went back to Mount Saint 
Margaret’s. Some months later she went again with Nurse 
James to the mountains. She again returned to. the hospi- 
tal and eventually went to say with a Mrs. Metcalfe, at 
Bellevue Hill. She contracted bronchitis and went to Dr. 
Davidson for treatment. He had not prescribed for her. 
She had then gone to other doctors and finally she had 
consulted Dr. G. S. Thompson. The latter had examined 
her carefully and had treated her splendidly. She had then 
told Dr. Davidson that she would take her case out of his 
hands. He had told her that her husband had placed her 
under his care and that she could not alter that. She told 
Mrs. Metcalfe that she was going to a nursing home, but 
Mrs. Metcalfe had refused to give her any money or to let 
her go. She then rang up a clergyman to inform him of 
her position, but Mrs. Metcalfe had snatched the receiver 
from her hand and had told the clergyman that: “This lady 
is under my care and has fallen in with a doctor who bears 
a very bad name.” Witness stated that Mrs. Metcalfe had 
threatened to send her back to Mount Saint Margaret’s 
Hospital if she attempted to leave, because she wanted her 
seven guineas a week. On the following morning she was 
taken by motor car to Mount Saint Margaret’s Hospital. 
She had palpitation when she arrived and had been ill in 
bed for about three months. Then she had been taken to 
Gladesville. When she had been placed in the convalescent 
ward, she had to look after the room and clean it. There 
was no privacy and she had objected to take a bath in 
public. She had tried to make a will, but they would not 
give her the necessary certificate. She claimed that she 
was capable of transaction business and managing her 
affairs. 

Under cross examination Mrs. Farr stated that she had 
intended to use a diary to write the history of her life. 
On the front of the book was written “Maud E. Farr, alias 
Lady Maud.” She believed that she had been detained in 
asylums on account of the money she possessed. She knew 
of no other reason why she was detained, except that they 
wanted to get hold of her money. Mr. Watt read a portion 
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of a letter she had written to a Dr. Allen and suggested 
that it savoured of a flirtation. She replied that it was 
written as a joke; she was not in the habit of carrying on 
fiirtations with men. Questioned concerning her family his- 
tory, she denied that there had been any insanity in any 
of her relatives. She attributed the mental deficiency in 
one of the children of her sister to a fall. 

She had written letters condemning the private mental 
hospital in Nelson. She had spoken at an anti-militaristic 
meeting at Nelson. When she arrived at the mental hos- 
pital in Nelson: one of the nurses had told her that Pro- 
vidence had sent her to bring happiness into the lives of 
the inmates. She had refused to take her food. The nurse 
had tried to force the food down her throat. It was too 
disgusting to speak about. When she vomited it, they would 
pick it up from the floor,.and try to force her to take it. 
She denied that she had smashed the windows, but ad- 
mitted that she had torn up her clothes, because they 
would not let her read or sew. She had thrown a cup of 
cocoa at a nurse, because it was cold slushy stuff without 
any sugar. She did not know whether a complaint had 
been made concerning her language. She had told them 
about the language she had to listen to and had given 
them a sample of it. She had refused to use an evil- 
smelling rubber utensil and by way of protest she had 
used the bed. Her husband had sent her to a mental hos- 
pital. It was a matter of form that a magistrate was 
needed to obtain an order. She thought that her husband 
had gone to the magistrate and had told him to commit 
her and that had been the end of it. The doctors had aided 
her husband without exercising any judgement. She stated 
that she had not told a doctor that she had had a call from 
the Almighty to regenerate the earth. In reply to another 
question, she stated that, when one'of the patients had 
told her that she was God’s wife, she (Mrs. Farr) had replied: 
“If you are God’s wife, I am God Himself.” It was simply 
a joke. She may have addressed Dr. Jeffries as “Satan”; 
he had no respect for her and she had none for him. She 
might have said in a joke that her father was Joseph and 
that her mother was Mary, but she had not said that the 
Divine Spirit had entered her and that her son, Hadyn, was 
really Jesus Christ. 

Witness was closely cross-examined concerning her be- 
haviour toward Dr. Jeffries. Some of the things she had 
said to him concerning marriage, were said in reference to 
spiritualism and fun. She had written to Sir Arthur Conan 
Doyle, Archbishop Wright and other prominent people. 

George Stanley Thompson, F.R.C.S., L.R.C.P., said that 
he first saw Mrs. Farr in October, ,1920, when she was 
staying at Mrs. Metcalfe’s house. He did not know at 
the time that she was under “control. After he had pre- 
scribed for her, Mrs. Farr asked Mrs. Metcalfe to leave 
them and when they were alone she explained that she was 
being improperly incarcerated as a lunatic. Mrs.’ Farr im- 
pressed him (witness) as being eminently sane. Later she 
complained of pelvic trouble. He had examined her and 
ordered her to be taken to a private hospital. Before he 
left, Mrs. Metcalfe told him that Mrs. Farr was a patient 
of Dr. Davidson and that she could not allow her to go to 
the hospital. He had replied that Mrs. Farr was a free 
agent and could do as she pleased. Later Mrs. Farr had 
telephoned to him and told him that she had had a dreadful 
time. Then Dr. Davidson had telephoned ‘and witness had 
told Dr. Davidson that in his opinion Mrs. Farr was per- 
fectly sane. He had offered to meet Dr. Davidson in con- 
sultation, but the latter had refused and had rung off. 
At a later date he had called at Mrs. Metcalfe’s’ house, but 
had failed to elicit any information as to where she was. 
He had then telephoned to Dr. Davidson, but Dr. Davidson 
had refused to give him any information on the ground that 
she was Dr. Davidson’s patient. He had ascertained from 
the office of the Chief Secretary that Mrs. Farr had been 
taken back to Mount Saint Margaret’s Hospital. He had 
made unsuccessful attempts to see Mrs. Farr. He then set 
out to secure a public inquiry. As a last resort he had 
taken action through the court. He had no interests beyond 
humanitarian motives. He was more convinced than ever 
that she was quite sane. He regarded her evidence as a 
remarkable tribute to her strong mentality. 

He had asked about a dozen doctors to examine Mrs, 
Farr. The majority had refused, Witness stated that Pro- 
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fessor Farr had visited him and had shown him some papers. 
The papers were quite different from those he had seen at 
the reception house. He asked Professor Farr to arrange a 
meeting between Mrs. Farr and her solicitor, but the Pro- 
fessor had refused. He regarded his request as reasonable. 
He had taken a deputation to the Acting Premier, but as 
he obtained no satisfaction, he had addressed the Australian 
Labour Party’s conference. It was at that meeting that 
Mr. McGirr had stated that he intended to get Mrs. Farr 
out of New South Wales. 

Cross-examined by Mr. Watt, Dr. Thompson admitted that 
he had not received more than the usual training in psychi- 
atry given to medical students. He denied that he had 
allied himself to the socialist party. He had never worn 
a red tie, but frequently had worn a red flower. He did 
not attend the Socialist Club, nor the club in Pitt Street. 
He had lectured at labour partly meetings in the hall near 
Foy’s. He had also addressed a meeting in the Concordia 
Hall on insanity. He did not think that it was a meeting of 
socialists. He did not think that the hall was_ usually 
attended by Russians and members of the “I.W.W..” He 
had spoken several times during the war against the com- 
pulsory enrolment of medical men, He was a member of the 
Randwick Labour League and had attended the Australian 
Labour Party’s conference. He had written to the Premier 
to the effect that he suspected that Mrs. Farr was being 
ill used by her husband and others who wanted her money. 
He thought that the Government had behaved disgracefully 
in the matter. 

Dr. Thompson said that he had.been interested in the 
Chidley case and had been on the committee formed for 
his defence. He had been the principal medical witness. 
He maintained that the judge had recommended Chidley’s 
release. 

Mr. Watt asked witness whether it was not reasonable of 
the doctors to think that his intrusion was not only meddle- 
some but harmful. He replied that he did not care what 
the doctors thought. Mrs. Farr thought that these people 
were hostile and he wanted her to tell him certain things 
that she might be afraid to tell him in the presence of 
others. Dr. Davidson had agreed to see him, but had ob- 
jected to the condition he had imposed, namely, that Mrs. 
Farr would not be moved until after they had met. Witness 
claimed that the patient had rights as well as the doctor. 
He objected to the principle of the thing that a person’s 
liberties should be controlled by someone else. He did not 
necessarily impute improper motives to Dr. Davidson, but 
he claimed that he had been unreasonable in refusing his 
(witness’s) request. Mr. Watt read the following from Dr. 
Thompson’s letter to the Premier: 

From the evidence before me it appears that some- 
thing very improper is going on in this matter. The 
case requires sifting to the bottom. Mrs. Farr is cer- 
tainly not insane now, whatever her condition was. 
It is scandalous that certain persons who are gaining 
thereby, should have power to kidnap people and keep 
them in prison at their own sweet will. 

Dr. Thompson stated that people were gaining thereby. 

Richard Arthur, M.L.A., M.D., while admitting that he 
was not an alienist, stated that he had not found any evi- 
dence of insanity. : 

Donald Fraser, M.B., Ch.M., said that in his opinion Mrs. 
Farr was suffering from recurrent attacks of hysteria. 

John Brady Nash, M.L.C., M.D., M.R.C.S., said that after 
a conversation with Mrs. Farr lasting for an hour, he had 
found nothing to make him suspect that she was insane. 
He was not an alienist. 

This closed the case for the applicant. 

William Gordon Cummins Smith, M.B., Ch.M., stated 
that he had been attending at Mount Saint Margaret’s Hos- 
pital for a period of 25 years. Mrs. Farr had been admitted 
on September 7, 1915, She had often complained that she 
was suffering from various diseases and symptoms. The 
diseases had proved to be fanciful and the symptoms exag- 
gerated. Toward the end of December, 1915, the subjects 
of her conversation were of a kind on which it was not 
usual to speak, even to a medical man. She had once stated 
that she ought to be tube fed, but had given no reason. Her 
mental condition had gradually become worse. Toward the 
end of 1917, witness had found her with a number of 
bandages and bottles on her lap. She told him that she 


intended to take up nursing. She had compiained of every- 
thing and of everybody. She was generally erratic and 
childish. She Kept celluloid dolls, baby ribbon and other 
toys in her room. He was definitely of opinion that shé 
was not of sound mind. For weeks or even mionths she 
might appear to be sane to persons not knowing her his- 
tory. Once she had spoken of feeding her dolls with a 
feeding bottle. At another time she had cut off her hair 
because she imagined that she had brain fever. 

Dr. Gordon Smith did not know why she had been re- 
moved from Mount Saint Margaret’s to Gladesville. Witness 
replied to a large number of questions concerning the be- 
haviour of Mrs. Farr. She might, he stated, be able to 
transact business when her mental symptoms were in abey- 
ance. He would not allow her to instruct a solicitor with- 
out hesitation. Her condition varied very rapidly and greatly. 
He was of opinion that if she were carefully guarded, she 
might be allowed out of the institution without danger, but 
he would not sanction her unconditional release. 

Andrew Davidson, M.D., Ch.M., an alienist, stated that he 
had first seen Mrs. Farr in December, 1919, at Mount Saint 
Margaret’s Hospital. Professor Farr had been in Sydney 
in November and had asked him to attend Mrs. Farr. He 
formed the opinion that under proper supervision she might 
be allowed to leave the institution. As he considered that 
she should be examined physically before she left, he had 
asked Dr. Foreman to see her. Witness had seen Mrs. 
Farr from time to time between January and October, 1920, 
while she was at Mrs. Metcalfe’s house. On one occasion in 
May he had found her in a depressed state and very suspici- 
ous. She had expressed all sorts of ideas about her husband 
and had said that he was no good to her. She was going 
to sue for a divorce. Witness, knowing how earnest Pro- 
fessor Farr had been that everything should be done in her 
interests, had told her that this talk was very foolish. On 
October 9, 1920, he had heard that Dr. Thompson had seen 
Mrs. Farr. At about 11 p.m. he got into communication 
with Dr. Thompson and endeavoured to tell him what the 
position was. Dr. Thompson’s tone was indignant and 
boisterous. He had invited Dr. Thompson to see him on 
the following day. He had said that arrangements had been 
made for Mrs. Farr’s removal. He had to be guided by what 
was best for her from a mental point of view. Mrs. Farr 
was taken to Mount Saint Margaret’s Hospital. Later, when 
Dr. Thompson telephoned him, witness had refused to tell 
him where she was. He had asked him to call on him, but 
Dr. Thompson did not call. 

Witness expressed the opinion that Mrs. Farr was of 
unsound mind and should not be released unconditionally, 
Cross-examined regarding the intervention of Dr. Thomp- 
son, witness stated that as he had been placed in charge by 
Professor Farr, he could only be dismissed by him. He 
objected to another doctor seeing her without his permis- 
sion. Dr. Thompson’s visit was a breach of etiquette and 
he resented it. Witness held that Dr. Thompson was »n the 
wrong track and that he was wrong in thinking that Mrs. 
Farr was sane. Dr. Davidson said that at first he was 
opposed to have her transferred from Mount Saint Mar- 
garet’s Hospital to Gladesville, but he acquiesced hécause 
of her threat to commit suicide. There was no alternative 
than to send her to Gladesville. 

Eric Sinclair, M.D., M.S., Inspector-General of the In- 
sane, stated that Mrs. Farr had first come under his ob- 
servation in 1916. During an interview lasting for about 
one hour, he had found nothing to indicate that she was 
not a suitable patient for a mental hospital.‘ She was suffer- 
ing from recurrent insanity, alternating acute attacks with 
comparative normality. She was not of sound mind at 
the time and he did not think it desirable that she should 
be given her liberty unconditionally. As far as he could 
judge, Professor Farr was doing the best he could for his 
wife. Mrs. Farr had been removed from Mount Saint Mar- 
garet’s Hospital at her own request. This was the main 
reason, but it was also because she had said that she would 
commit suicide if she were not transferred. Witness had 
written to the Minister that the reason for recommending 
the removal was a purely medical one. He did not give 
the details of the medical reasons, as he did not wish that 
the usual procedure should be reversed in this ease. Usually 
he made the recommendation and approval had follewed 
as a matter of course. In this case he did not consider it 
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hecessary for the Minister to have something on which to 
form his own opinion. Witness did not desire this. 


He claimed that the statment was quite true and 
that the reason was a _ medical one. It was not 
to prevent Dr. Thompson obtaining access to the 


patient, as he could get access to her more easily at Glades- 
ville than at Mount Saint Margaret’s. Yet he had recom- 
mended the transfer. He had refused to allow either Dr. 
Thompson or Mr. Greig (Mrs. Farr’s solicitor) to see her. 
He had not discussed this matter with Professor Farr ard 
had not been asked by him to prevent these interviews. 
When a request had been made by Mrs. Farr that she should 
be allowed to make a will, he had ignored it. Her pelvic 
troubles were comparatively trifling. The patient could pot 
be treated adequately outside a mental hospital when she was 
in an excited state. 

Herbert Crichton McDouall, M.R.C.S., L.R.C.S., D.P.H., 

Medical Superintendent of the Hospital for the Insane, 
Gladesville, stated that Mrs. Farr was of unsound mind. 
He did not think that Mrs. Farr felt the loss of her liberty 
acutely. He did not regard the surroundings at Gladesville 
as quite suitable for a patient like Mrs. Farr. 
_ William Cotter Wiliamson, M.D., M.S., an alienist, gave 
evidence to the effect that he had come to the conclusion 
after a thorough examination, that Mrs. Farr was suffer- 
ing from intermittent insanity. 

Chisholm Ross, M.D., M.S., an alienist, gave it as his 
epinion that Mrs. Farr was suffering from circular insanity. 
At times she would be almost normal and at other times 
she would be insane. At her best, she might appear sane, 
but she was not of sound mind. In regard to the suggestion 
that Mrs. Farr had been incarcerated by persons who wanted 
to make money out of it, witness stated that he had seen 
Mrs. Farr several times and had been paid in the aggregate 
the sum of nine guineas. 

Mr. Shand, who appeared for Mrs. Farr, interposed that 
there had been no suggestion of improper motives on the 
part of witness. The imputation applied only where the cap 
fitted. 

Continuing, witness stated that Mrs. Farr was suffering 
from an incurable form of insanity. An inquiry into her 
mental condition would prove to be rather a pleasurable 
experience for Mrs. Farr. The excitement of coming to 
court probably would keep her going temporarily. 

Joseph Foreman, M.R.C.S., L., L.M., R.C.P., L.S.A., stated 
in evidence that he had treated Mrs. Farr in 1920 for a uter- 
ine displacement by curettage and other operative means. 

Emily Mary James, a trained nurse, who had been placed 
in charge of Mrs. Farr on two occasions when she was on 
leave from Mount Saint Margaret’s Hospital, and Sister Mary 
Theresa, the nurse in charge of Mount Saint Margaret’s 
Hospital, both gave confirmatory evidence concerning Mrs. 
Farr’s mental condition during the periods when she was 
under their care. The former described the signs of excite- 
ment and of depressions manifested at different times. The 
latter spoke of the evidence of excitement and erratic be- 
haviour when in the hospital. 

Kathleen Mary Taylor Cook, daughter of Mrs. Metcalfe, 
gave evidence concerning Mrs. Farr’s behaviour during the 
time that she had lived in her mother’s house. At first she 
had been charming, but later she had become excitable 
and erratic. She had spoken of Dr. Jeffries as having been 
fascinated by her; she had been fascinated by him. 

Dr. G. S. Thompson was allowed to give supplementary 
evidence in support of his contention that Mrs. Farr’s con- 
dition was a surgical one. 

. After counsel had addressed the Judge, His Honour re- 

served judgement. On May 3, 1921, His Honour (Mr. Justice 
Street) delivered his judgement. He reviewed the evidence 
and discussed the history leading up to the inquiry. There 
were features in the case which seemed to call for ex- 
ple anation, especially to anyone of a suspicious nature. One 
of the peculiar features of the form of mental disorder 
from which Mrs. Farr was suffering, was that there were 
périods in which her memory and reasoning power were 
apparently unaffected. He could understand that Dr. Thomp- 
son, after having listenened to her story, might have be- 
lieved that he had come upon a case presenting features of 
so suspicious a character as to require further investigation. 
But as a professional man and presumably a man of some 


experience in worldly matters, he should have recognized 
that there might have been another side to the story and 
he should have suspended judgement until he had heard 
it. His insistence on the condition which he sought to im- 
pose before consenting to see Dr. Davidson and to hear 
what he could tell him was altogether unjustifiable and 
unreasonable. He might have given Dr. Davidson credit 
for acting in good faith. If he himself had been acting as 
single-mindedly and as disinterestedly as he asserted, he 
might have gone to Dr. Davidson before taking any further 
steps. Instead of that and while in complete ignorance of 
any of the facts, except what had been told to him by Mrs. 
Farr and without having tested her version in any way, he 
took the intemperate and altogether unwarranted step of 
informing the Premier that her detention was most im- 
proper and irregular and urged him, despite other medical 
opinions, to release her upon his own unsupported opinion 
of the soundness of her mind. Not content with this, he 
had supported his request for Mrs. Farr’s release with very 
serious and very cruel allegations against Dr. Farr and 
others whose advice he had sought. The suggestions or in- 
sinuations to the effect that Dr. Farr was keeping his wife 
in a mental hospital in New South Wales, knowing that 
there was no justification fer such action and that responsible 
medical men were lending themselves to wicked action of 
this character, the underlying motive being that some im- 
proper use might be made of her money, had not a shadow 
of foundation of fact on which to rest. Dr. Thompson’s 
intemperate attitude and his evident determination to see 
nothing in the matter that was not sinister, were further 
shown by the fact that notwithstanding that the Premier 
had intimated that inquiries made in New Zealand showed 
that Dr. Farr had been animated by affection for his wife 
and by a desire to do the best he could for her in her 
distressing calamity, he still persisted in his attitude that 
her detention was unnecessary. Dr. Thompson has spoken 
of a poor defenceless woman who was being robbed and 
persecuted. This was a complete perversion of the real 
facts of the case. There was nothing to justify such ex- 
travagant and inflammatory language. In common justice 
His Honour stated that he should say that Dr. Farr and 
Dr. Sharp had been animated throughout solely by a desire 
to obtain the best advice and to do the best they could 
in a very painful and distressing case. Dr. Davidson, Dr. 
Sinclair and the other mental specialists concerned had been 
guided in their action solely by what in the light of their 
skill and experience they considered to be most advisable 
for their patient’s health and well-being. He therefore elim- 
inated from further consideration any sensational sugges- 
tions of persecution or robbery or of deliberate detention of 
a woman in a mental hospital for improper purposes. The 
matter resolved itself into a sober inquiry whether the men- 
tal specialists had been wrong in their diagnosis. Dr. Thomp- 
son had claimed that he had devoted some degree of special 
study to mental disease. His Honour thought that Dr. 
Thompson would admit that his experience in such matter 
was not comparable with that of the mental specialists. In 
any event Dr. Thompson had exhibited so great a degree 
of prejudice and so unbalanced a judgement as to make 
him an unsafe guide. 

His Honour then turned his attention to the behaviour 


of Mrs. Farr in the witness box and other elements in the - 


case. The result of these deliberations was that he con- 
cluded that he should be guided by the opinion of the men- 
tal experts and find that though her condition might at times 
approach so closely to apparent sanity as to raise hopes 
that recovery had taken place, she was net of sound mind. 
He should in these circumstances not make an order for 
Mrs. Farr’s immediate discharge. In Mrs. Farr’s own in- 
terests and for her protection and in the interests of other 
people, she needed constant care and attention. He did not, 
however, consider it necessary nor desirable that she should 
be confined in a mental, hospital for all time. During the 
recurring periods of an approach to sanity it would 
be better for her to be removed from these sur- 
roundings. But the determination of the periods when it 
would be desirable and proper that she should be allowed 
her freedom under suitable safeguards, should be left to 
the mental specialists in charge of her case. 

His Honour said that he would make no order as to costs. 
He did not think that the proceedings had been necessary 
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for her protection. On the contrary, he felt very much 
that in the result they would prove to have been harmful 
to her health and prejudicial to her chances of complete 
recovery. 


Correspondence. 


~ THE: MALARIA DANGER. 


Sir: Bearing on the question of whether or not malarial 
fever was*present.in the early days in parts of Australia 
where it has not made its appearance for many years, the 
following information may be of use: 

In the year 1832 (seven years after His Majesty's General 
Hospital at Moreton , Bay began its history) there were in 
tld month of January 127 cases of intermittent fever re- 
corded as being under treatment. .'They came from Brisbane 
Town and from Eagle Farm—the former being the present 
site of Brisbane city and the latter four miles out of town 
on flat and swampy country near the. river. 

There were 665 cases of “intermittent fever” 
for the whole year of 1832, of whom four died. 

To determine the question of whether these fevers were 
of malarial origin or not there is very little to guide us 
except the rate of mortality and the length of stay in 


recorded 


hospital. One may infer that these cases were not all 
enteric fever, or the mortality would have been much 
heavier. The length of stay varies from a few days to a 


month or two or three. The total number of cases of all 
diseases treated in that hospital in the year 1832 was 1,125. 
There is nothing in the records to indicate whether these 
cases came from other districts _ that were known to be 
malarial. 

In the month of October, 1832, the population of the settle- 
ment was 858 men, 59 women, 66 children, of whom 782 were 
prisoners, the rest being chiefly soldiers belonging to the 17th 
Regiment, officers and men. It seems reasonable to sup- 
pose that nearly all the cases of intermittent fever occurred 
in men who had not been out of the district. ; 

In the year between December, 1827 and 1828, there were 
admitted into the hospital 956 cases. Of these 27 were 
“intermittent fever’ and 161 are recorded under the name 
of febris, of whom none died. These cases were probably 
not all intermittent fever. Some of them. may have been 
malarial fever, but there is no evidence one way or the 
other. It is interesting to note that in the same year there 
were 231 cases of ophthalmia. ; 

The term “intermittent fever” at that time would be 
likely to include many cases of febricula, associated with 
its ordinary causes, sore throats, catarrhal diseases, etc., as 
well as some cases of typhoid and possibly some cases of 
dengue. 

Yours, etc., 
E. SANDFORD JACKSON. 

St. Helen’s Hospital, South Brisbane, 

June 2, 1921. 


A FOOTNOTE TO “J EANNE D’ARC AS A PATHOLOGICAL 
STUDY.” 


Sir: Some time ago I wrote, and the Journal published, a 


study of the pathological aspect of Jeanne d’Arc, in which T 
referred to certain evidence given at her rehabilitation trial 
to the effect that she was amenorrheic. As I am rewriting 
and expanding this essay for inclusion in a book, I wished 
to quote the actual words which had led to this belief and 
procured a copy of an English translation, published in 1902, 
which purported to contain every word spoken at the trials. 
I could find nothing that could be interpreted to mean that 
Jeanne had any such physical trouble, though there was 
plenty of nonsense about her supernatural and miraculous 
powers. After much trouble I at length found Quicherat’s 
edition of the reports in the original languages, Latin and 
medizval French and found what I wanted. D’Aulon, her 
steward, “dit encores plus qu’il oy dire a plusiers femmes, 
qui ladicte Pucelle ont veue par plusiers foiz nue, et sceue 
de ses secretz, que oncques n'avoit eu la secrete maladie de 
femmes et que jamais nul n’en peut rien cognoistre ou apper- 
cevoir. pax ses habillemens, ne aultrement.” 


I leave this unpleasantly frank statement in the French, 
while merely remarking that it means that Jeanne never 
menstruated. Will it be believed that this vitally important 
sentence has been absolutely omitted from the only English 
translation to be procured in Sydney, the only hint that 
there is an elision being given by three almost imperceptible 
dots? I grant that it might reasonably, out of respect to 
the poor thing’s memory, have been left untranslated, but 
it should certainly have been inserted in the French, or at 
least turned into Latin, the universal language of science. 
It is prudery of this kind which has cast a doubt upon so 
much English scholarship. Afiother instance is to be found 
in the evidence of Margeurite la Thouroulde, where she says 
that she took Jeanne to the public baths. She says: “Quod 
eam pluries vidit in balneo et stuphis” (sweating-baths) “et, 
ut percipere potuit, credit ipsam fore virginem.” 

That these two enormously important sentences should 
have been deliberately excised without warning from the 
English translation argues, to my mind, either prudery or 
an intention to deceive. No wonder the French laugh at us. 

Yours, etc., 
C. MacLAURIN. 

Macquarie Street, Sydney, P 

May 27, 1921. ; 


IS ETHYL CHLORIDE A SAFE ANASSTHETIC? 


Sir: I was much interested in reading the articles on 
anesthesia in your issue of May 21. There appears to be 
a difference of opinion as to the wisdom of: the use of ethyl 
chloride as a preliminary to ether by the open method. Why? 

Is ethyl chloride a safe anesthetic to put in the hands 
of the ordinary medical man? I am told there have been 
deaths from its use in Australia. 

Yours, etc., 
“SAFETY FIRST.” 

June 6, 1921. 


MODERN OBSTETRICS. 


Sir: I read with great interest an article by Dr. Felix 
Meyer in a recent issue of The Medical Journal of Australia, 
upholding Nature as an obstetrician. 

Although I agree with him to a great extent, I would 
like to remind him that Nature has after all treated women 
very harshly and it is surely our duty rather to assist 
woman against Nature than Nature against woman. Nature, 


_like the average obstetrician, seems to test a woman’s en- 
.durance up to its very limit rather than aid her at a 


critical time. 
There is one tremendous factor in modern obstetrics which 


‘he apparently ignores, and that is the highly developed ner- 


vous system of the civilized woman. It is quite easy to 
state that cases of dystocia are apparently as common 
amongst savage races as amongst civilized races, but the 
cases are not analagous, as the nervous development of the 
two classes of women differ so enormously. The general 
failure to recognize this point accounts for the large num- 

ber of only children in our midst. How many women bear - 
one child and ever afterwards are haunted by the horror. 
of their first confinement? We cannot blame them for re- 

fusing to take up the burden of motherhood a second _time. 

Nature has handled them so mercilessly that, unlike Dr. 

Meyer, they have lost faith in her and it becomes the ob- 

stetricians’ work to restore that. faith. 

Owing to faulty midwifery training practitioners regard 
a confinement ‘as a surgical operation from every standpoint 
save one—the avoidance of shock. The usual procedure in 
midwifery is to wait for shock and then treat it. The only 
time a parturient woman gets human consideration, ‘and 
efficient treatment is when she undergoes Cesarean ‘séction. 
The patient feels well and does well, having been spared the, 
torments of a natural labour and having been treated br 
phylactically for shock. The element of melodrama, attache 
to this operation also’ appeals alike to the patient, her 
friends and the medical attendant. Taking all this into 
consideration, the ‘wonder is not that it is so popular, but 
that it is not universally adopted. By all means let 
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Nature do her work, but in the meantime protect the woman’s 
nervous system by the use of sedative drugs and anesthetics 
against the brutal pain Nature inflicts in the process. Let 
us treat our obstetric cases at least as humanely as our 
surgical ones and we will help to people Australia with its 
ewn young citizens. 
Yours, etc., 
EDWARD B. HEFFERNAN. 
Collins Street, Melbourne, 
June 8, 1921. 


Books $ Received. 


TO THE NERVES, by Henry 8. Souttar, 
C.B.E., F.R.C.S., and Edward Twini M.R.C.S., L.R.C.P. ; 
1920.’ Bristol: John Wright . Sons, Ltd. ; London : Simpkin, Mar- 
shall, Hamilton, Kent & Co., Ltd.; Royal 'Bvo., pp. 152, illustrated 
by 30 figures. Price, 18s. 6d. oy 


PSYCHOLOGY AND PSYCHOTHERAPY, by William Brown, M.A., M.D., 
D.Se., with a Foreword by William Aldren Turner, C.B., M.D.; 
= London: Edward Arnold; Crown 8vo., pp. 196. Price, 8s. 6d. 


ITS VALUE _ IN PRACTICAL MEDICINE 
William Russell, M.D., LL.D.; 1921. 1 


London: Bailliére, Tinda’ 
2 Cox; Demy 8vo,, pp. 145. Price, ae 


A BRIEF MEDICAL GUIDE FOR THE LAYMAN ON THE RECOG- 
AND PREVENTION OF THE COMMON 
DISEA OF THE SOLOMON ISLANDS, by Nathaniel Crichlow, 

OLB. ; 1921. British Solomon Island: Printed by V. Richards, 
Olea,” Guadalcanal ; Crown 8vo., deed 109. Price, 2s. 6d. net. 


Medical Appolutments. 


The appointment as Government Medical Officers of Dr. 
W. Begg at Wauchopa, of Dr. E. N. B. Docker (B.M.A.) 
at Coonabarabran and of Dr. J. MacBain Ross (B.M.A.) at 
Wilcannia is announced in the New South Wales Govern- 
ment Gazette. 

Dr. A. E. Vivian (B.M.A.) has been appointed Medical 
Officer of Health to the Avon Road Board, Quairading, and 
Dr. H. R. Smith to the Cue-Day Dawn Road Board of West- 
ern Australia. 


Medical Appointments Vacant, etc. 


assistants, locum 


For announcements of medical ape vacant, 
tenentes sought, etc., see ‘‘Advertiser,’’ page xxiii. 
Victorian Eye and Ear Hospital: Resident Surgeon. 
Hookworm Campaign: Medical Officer. 

University of Adelaide: Professor of Zoology. 


Medical Appoiatments. 


IMPORTANT NOTICE. 


Medical practitioners are requested not to apply for any 
appointment referred to in the following table, without having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary 
of the British Medical Association, 429 Strand, London, W.C.. 


Branch. APPOINTMENTS. 


Australian Natives’ Association. 

Ashfield and District Friendly So- 
cieties’ Dispensary. 

Balmain United Friendly Societies’ Dis- 
pensary. 

Friendly Society Lodges at Casino. 

Leichhardt and Petersham Dispensary. 

Manchester Unity Oddfellows’ Medical 
Institute, Elizabeth Street, Sydney. 

Marrickville United Friendly Societies’ 
Dispensary. 

North Sydney United Friendly Societies. 

People’s Prudential Benefit Society. 

Phenix Mutual Provident Society. 


NEW sOUTH 
“WALES. 


(Hon. Bec., 30-34 
Elisabeth Street, 
Sydney.) 


APPOINTMENTS. 


All Institutes or Medical Dispensaries. 

Manchester Unity Independent Order 
of Oddfellows. 

Australian Prudential Association Pro- 
prietary, Limited. : 

Mutuai National Provident Club. 

National Provident Association. 


VICTORIA. 


(Hon Sec., Medi- 
cal Society Hall, 
East Melbourne.) 


QUEENSLAND. 


(Hon. Sec., B.M.A. 
Building, Adelaide 
Street, Brisbane.) 


SOUTH AUS- 
TRALIA. 


Australian Natives’ Association. 

Brisbane United Friendly Society In- 
stitute. 

Stannary Hills Hospital. 


Contract Practice Appointments at 
Renmark. 
Contract Practice’ Appointments in 


(Hon. Sec., 3 North South Avstralia. 


Terrace, Adelaide.) 


WESTERN AUS- 
TRALIA. . 


All Contract Practice Appointments in 


(Hon. Sec., 6 Bank 
Western Australia. 


Friendly Society Lodges, Wellington, 
New Zealand. 


DIVISION. 


(Hon. Wel- 
lington.) 


Diary for the Month. 


June 28.—N.S.W. Branch, B.M.A.: Medical Politics Commit- 
tee: Organization and Science Committee. : 

June 29.—Vic. Branch, B.M.A., Council. 

June 30.—S. Aust. Branch, B.M.A., Annual. 

July 1.—Q. Branch, B.M.A.. 

July 5.—N.S.W. Branch, B.M.A., Council (Quarterly). 

July 6.—Vic. Branch, B.M.A.. 

July 8—N.S.W. Branch, B.M.A., Clinical. 

July 8—Q. Branch, B.M.A., Council. 

July 8—S. Aust. Branch, B.M.A., Council. 

July 12.—N.S.W. Branch, B.M.A., Ethics Committee. 

July 12.—Tas. Branch, B.M.A.. 

July 13.—Melb. Peediatric Society (Vic.). 

July 14.—Vic. Branch, B.M.A., Council. 

July 19.—N.S.W. Branch, B.M.A., Executive and Finance 
Committee. 

July 20.—Federal Committee of the B.M.A. in Australia. 

July 20.—W. Aust. Branch, B.M.A.. 

July 22.—Q. Branch, B.M.A., Council. 

July 22.—Western Med. Assoc. (N.S.W.). 

July 26.—N.S.W. Branch, B.M.A.: Medical Politics Commit- 
tee: Organization and Science Committee. 

July 27.—Vie. Branch, B.M.A., Council. 

July 28.—S. Aust. Branch, B.M.A.. 

July 28.—Clinical Meeting at the Hospital for Sick Children, 
Brisbane. 


EDITORIAL NOTICES. 


Manuscripts ,Sormpemee to the office of this journal cannot under any 
circumstances turned. 
jublication are understood to ne 
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